1.3 months. Twenty patients had balloon dilatation a mean of 3.9 times and were stented transhepatically for a mean of 13.3 2.0 months. The two groups were similar with respect to multiple parameters that might have influenced outcome. Mean length of follow-up was 57 _ 7 and 59 __+ 6 months for surgery and balloon dilatation, respectively. No patients died after any of the procedures. The same definition of a successful outcome was applied to both groups and was achieved in 88% of the surgical and in only 55% of the balloon dilatation patients (p < 0.02). Significant hemobilia occurred more often with balloon dilatation (20% vs 4%, p<0.02). The total hospital stay and cost of balloon dilatation was not significantly different from surgery. We conclude that surgical repair of benign postoperative strictures results in fewer problems that require further therapy. Nevertheless balloon dilatation is an alternative for patients who are at high risk or who are unwilling to undergo another operation.
PAPER DISCUSSION
KEYWORDS: Bile duct stricture, biliary tract stricture, radiological dilatation, hepaticojejunostomy To our knowledge, this article is the only one in the literature, comparing the surgical and non surgical treatment of benign postoperative strictures of the bile ducts. Indeed, at admission, the patients are managed by a team of surgeons and radiologists who decide how to treat them" unfortunately, this was not done on a randomized basis and the authors don't mention why a particular patient is treated by surgery or not. Nevertheless, the treatment, either surgical or non surgical, was not decided according to the operative risk as it is in most published papers. On the contrary, there is no significant difference between the two series with regard to the presence qf intra-hepatic lithiasis, associated cirrhosis, portal hypertension, presence of biliary fistulae or number of previous operative procedures.
However, one can observe that the "medical" group contains more type I and II strictures than the "surgical" one so that surgery has more type III patients to treat who represent a more difficult problem with a poorer prognosis.
This last observation enhances of course the superiority of the surgical treatment which produces less recurrences at the same cost.
We would like to make a few more comments" 
